Patients value audiotapes of their oncology consultations and letters summarising the discussion, and report improved recall and satisfaction when they receive them. However, studies to date have provided these interventions only after the initial or 'bad news' consultation. This study aimed to evaluate the utility of audiotaping routine follow-up oncology consultations.
Introduction
Most cancer patients desire 'as much information as possible' about their illness and treatment, and the majority wish to be involved in treatment decisions [1] . In order to take an active part in his or her treatment, the oncology patient must assimilate complex information. However, patients often demonstrate poor recall of information presented in the consultation [2] and many report dissatisfaction with the information they receive [3] .
The busy setting of a hospital's outpatient department does not lend itself to effective clinician-patient communication [4] . Furthermore, patients may feel overwhelmed by the complexity and emotional impact of the information they receive. Many patients report 'switching off' if this occurs, thus inhibiting their ability to understand the information presented [5] .
Several methods have been suggested to enhance the transfer of medical information, including a greater focus on doctor-patient communication in medical school curricula, the use of information leaflets and interactive computer programs [6] [7] [8] . Ideally such interventions should cater for patients' varying information needs, allow for flexible information review and be economical in terms of time and money. Providing the patient with an audiotape of their oncology consultation satisfies these criteria and this strategy has now been widely evaluated [2, [9] [10] [11] .
Audiotapes of oncology consultations have proved acceptable to both patients and doctors. Patients receiving such audiotapes report them to be useful, both to themselves and their families, report higher satisfaction with their medical communication, and in some studies demonstrate improved recall of facts presented during the consultation [9] [10] [11] [12] [13] [14] [15] . A recent overview of the relevant literature reported consistently positive outcomes from this practice, with no evidence of detrimental psychological effects [15] .
All of the studies published to date have evaluated the use of audiotapes following initial referral to an oncology department or during a specific 'bad news' consultation. However, the treatment of cancer is an ongoing process with many decisions required over the disease trajectory. Even during a routine follow-up appointment, new information and options may be presented. The current study was therefore conducted as a first step in exploring the utility of extending the scope of this intervention. We evaluated the feasibility and acceptability of providing audiotapes to cancer patients attending routine follow-up consultations within an oncology outpatient department. We felt it was premature to mount a randomised controlled trial of the intervention in this setting before we had assessed these parameters.
Patients and methods

Subjects and procedures
Fifty-two sequential patients attending outpatient appointments in a medical oncology department of a major teaching hospital were approached regarding participation in the study. Patients were eligible for inclusion in the study if they were over 18 years, had adequate English to respond to verbal questions, had been seen in the outpatient department before and were available for follow-up. No other exclusion criteria were employed. Consent was achieved in a two-stage process, as approved by the local ethics committee. Patients were initially asked by the research coordinator (second author) if they would like their consultation audiotaped and were informed they would be offered a copy of the audiotape to take home. Reasons for refusal were elicited. If they agreed, recording commenced and continued throughout the consultation, including any patient examination. The research co-ordinator (a medical student) remained in the consultation. Recordings were made on a portable Merantz tape recorder, which was hidden from view of the patient, with a pressure zone microphone (PZM) measuring 10 × 10 cm placed on the oncologist's desk. The PZM does not have the appearance of a standard microphone and is designed for use in conference meetings. At the end of the consultation, patients were offered a copy of the audiotape to take home and again reasons for refusal were documented. If they accepted this offer, their consent was sought for two follow-up interviews, 2 and 4 weeks later, and they were informed that in 2 weeks time they would also receive a letter summarising the consultation. This project was approved by the Central Sydney Area Health Service Ethics Committee.
Measures
Demographic information about patient age, gender, marital status, education, occupation, whether English was the patient's first language and amount of information desired were obtained from the patient when recruited. Disease and history details, including diagnosis, date of diagnosis, date of initial referral to the oncology department and number of previous appointments in the oncology department, were obtained from medical records. The oncologist predicted whether or not the patient would elect to take a copy of the tape home. He recorded the aim of current treatment (adjuvant, symptom control or no treatment) and in the latter group whether recurrent disease was present. He also noted whether news delivered in that consultation was good, bad, or neither good nor bad. Patients similarly categorised the news they had received at the first follow-up telephone call. The length of the consultation was calculated from the tape recording.
Open responses were elicited from patients regarding their reasons for refusing or accepting both audiotaping and a copy of their tape. At the first follow-up telephone interview, patients were asked if they had noticed the audiotape recording during the consultation and whether they felt positive or negative about the recording process. They were then asked how many times they had listened to the tape, and if not why not. They were also asked if anyone else had listened to the tape, specifically their spouse, a child, another family member, a friend, their family practitioner or another person. Patients then responded to eight questions presented in a Likert format with five response options, determining the extent to which the tape had been useful, helped them to understand their situation, annoyed them, embarrassed them, helped them to remember what the doctor had said, caused anxiety, helped them to tell family and friends about their situation, and helped friends and family understand the situation. They were asked if the tape contained any information they had forgotten and whether they felt audiotapes of oncology consultations should be offered to patients on a routine basis. These items were derived from a previous study of audiotapes [2] .
Similar questions targeting the summary letter were asked at the second follow-up telephone interview, and final questions were whether they found the letter or tape more useful, and whether they would have preferred to receive the letter alone, the tape alone or both.
Statistics
Data were entered on the statistical package for social sciences, SPSS. Frequencies were calculated for descriptive analyses. Univariate tests (χ 2 and Student's t tests) were used to explore predictors of audiotape use.
Results
Subjects
Fifty-two patients were recruited to the study. No patient refused. The mean age of the patients was 51 years (range 19-80). Thirty-nine (75%) were female and 37 (74%) were married. For 40% of the sample, English was not a first language. Four participants had a health-related occupation and nine (32%) were educated beyond high school. Cancer of the breast was the most common diagnosis (47%), with 15 other primary sites recorded. Demographic and disease details of the participants are shown in Table 1 .
The consultation
Patients had been seen previously in the Medical Oncology Department a median of 14 times (range 1-100) and the majority were receiving palliative (40%) or no (39%) treatment. Recurrent disease was present in four of the 20 patients receiving no treatment. According to the oncologist, 29% of patients received good news in the consultation, 14% bad news, while 57% received neither good nor bad news. The patient perspective was somewhat different; 52% reported receiving good news, 22% bad, while 26% felt the news was neither good nor bad. Thus a much larger percentage of patients gave a definite value to the news than did the oncologist, with the majority leaning towards a more positive view. The average duration of the consultation was 22 min (SE 2.00, range 5.4-48 min).
Demand
Of 52 patients offered audiotaping, 43 accepted (83%). Five of those refusing gave no reason, two did not want a reminder of the news received and two felt they did not need the audiotape. Of 43 patients audiotaped, 30 elected to keep the tape (70%). In contrast, the medical oncologist predicted that only 14% would do so.
Of those who did not accept the tape, six gave no reason, seven felt they did not need the tape and in addition one felt the cost was not justified. The most common reason for accepting the tape was to aid recall. Other reasons are listed in Table 2 . Despite being framed as an open question with more than one response invited, most patients gave only one response to this question, suggesting they had a particular need in mind when accepting the tape.
Predictors of demand
Several significant relationships were found between demographic and disease variables, and desire to keep the audiotape. Married patients (77%) were significantly more likely to want the tape than unmarried patients (40%) (x 2 1 = 4.9, P = 0.03). All of the eight patients who were nominated by the oncologist as receiving bad news wanted the tape, compared with 69% of those receiving neither good nor bad news and 46% of those receiving good news (x 2 2 = 5.9, P = 0.05). Patients who wanted the tape had significantly longer consultations (mean = 24.5 min) as compared with those who did not want the tape (mean = 16 min; students t = -2.6, P = 0.01). As the sample size for this pilot study was small, we also report trends towards significance. Younger patients were less likely Reason n
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To help research 1 to want the tape (students t = -1.9, P = 0.07), as were those receiving adjuvant therapy (40% compared with 78% of those receiving palliative care and 75% of those receiving no treatment) (x 2 2 = 4.8, P = 0.09).
The process
Of the 30 patients who elected to keep the audiotape, seven later reported they had been aware of the tape running, but only one person, who felt the audiotaping had limited what could be discussed in the consultation, felt negative about the process. Two patients were not satisfied with the quality of the tape. One patient commented that it was hard to hear all that was said during her examination, which had occurred behind a curtain about 1 m away from the microphone. The second patient was able to hear the main points of the consultation but found it difficult to hear her own contribution.
Review
Four patients did not listen to the tape, 10 listened to it once and 10 twice. The remaining patients listened to it three or four times. Similarly, only one patient did not read the summary letter, seven read it once and 15 read it twice, with the remainder reading it more than twice.
Patients were more likely to give the audiotape (69%) than the letter (50%) to a family member or friend. The most common recipient was the spouse, and interestingly, no patient gave the tape or letter to their family practitioner. One patient announced that she was planning to send the tape to a family member who was a junior doctor. She thought that listening to the tape would assist his communication skills.
Satisfaction
All patients interviewed felt it was a good idea to give patients an audiotape of routine follow-up oncology consultations, with only one patient hedging her response by suggesting this would depend on the content discussed. Similarly, the majority of patients rated both the audiotape and letter highly in terms of overall usefulness, and as an aid to recall and family communication. Half of the patients reported the tape contained material they had forgotten, while two patients felt the letter contained forgotten material. Very few patients found the tape or letter embarrassing or annoying; more found the tape caused anxiety (five patients reported a lot or a little anxiety in response to both the tape and the letter) ( Table 3) .
Preference
When asked directly, three patients would have preferred to receive the tape alone, seven the letter alone and 17 wanted both.
Discussion
Previous studies have investigated the use of audiotapes and summary letters in consultations of newly referred patients or (15) 2 (8) 20 (71) 1 (4) those scheduled to receive 'bad news' [9] [10] [11] [12] [13] [14] [15] . In these settings, audiotapes and letters have proven popular and beneficial. Production of audiotapes is cheap and does not encroach on clinical time. The medical profession seems tentatively supportive of the idea [16] . This study extended previous work by exploring whether the utility of these interventions would extend to the domain of routine follow-up consultations. Such consultations may merely confirm the absence of recurrent disease. Others may contain bad news or an ongoing review of treatment. It might be expected that patients would be less interested in an audiotape of these possibly routine discussions.
In our earlier studies investigating audiotaping of initial consultations, 100% of patients elected to have their consultation audiotaped and all patients chose to take a copy home. Other studies have reported inclusion rates of between 94 and 100% [6, 10, 11] . In the current study, 52 patients were recruited, and 43 (83%) agreed to have their consultation audiotaped. Following their consultation, 30 elected to take their audiotape home (58% of the original sample and 70% of those audiotaped). In contrast, the oncologist involved predicted that only 14% would elect to take home a copy of the tape, on the basis of his knowledge of the content to be covered in that consultation. Thus, while the numbers of patients interested in an audiotape of a follow-up consultation are, as expected, less than those reported in studies of initial or bad news consultations, they are nevertheless far higher than their oncologist predicted.
Not surprisingly, patients most commonly refused the tape because they felt it would serve no purpose. They gave a range of reasons for wanting the tape, most commonly to aid recall, but also to act as a record for future reference if necessary. Other patients hoped it would aid family communication and understanding of their situation. One patient for whom English was not a first language noted that the tape would allow them to slowly review words and sentences they may not have understood when first spoken. Another patient who had been in an earlier taping study reported she had found a tape useful after her initial consultation and believed it would be useful again. Thus, assumptions cannot be made about the significance of various discussions and items of information to patients. While such discussions may be seen as mundane and routine by the oncologist, they may nonetheless hold value to the patient, who may therefore wish to review them. This is supported by the disparity between doctor and patient ratings of the news delivered in the consultation. Patients were much more likely to place a significant valence on the news delivered than the oncologist, who more commonly rated it as neither good nor bad.
Several groups were significantly more likely to want the tape than others. Three quarters of married patients wanted the tape, compared with 40% of unmarried patients. This is not surprising, given that spouses were the most common recipients of the tape and the desire to assist family members to understand their situation better was one of the most common reasons cited by patients for wanting the tape.
Patients rated by their oncologist as receiving bad news were most likely to want the tape, followed by those receiving neutral news. Those receiving good news were least likely to want the tape. Patients who wanted the tape were also more likely to have had a lengthy consultation, perhaps containing complex and new information. As patients' situations can change rapidly, the exchange of important information is ongoing and it appears that patients want continued access to that information, even if it contains bad news.
While several patients were aware of the tape running during the consultation, only one patient felt it had a negative impact by inhibiting discussion. The same patient was the only participant to qualify her support for providing other patients with audiotapes, depending on the content covered. Perhaps the patient's right to stop the tape if it is felt to be intrusive should be communicated more forcefully. (This offer was contained in the consent form signed by patients before audiotaping began).
Almost all the patients who elected to take home a tape actually listened to it, often more than once. Similarly, after receiving a letter summarising the same consultation, patients reported reading it, usually more than once. Both interventions were rated highly in terms of overall usefulness, an aid to recall and an aid to family communication. Most patients wanted to receive both the tape and the letter. In an earlier study comparing patient responses to audiotapes and summary letters, we found the reported benefits were somewhat different [11] . Audiotapes provided a more complete record of the discussion and included non-verbal elements. Letters were more conveniently reviewed, stored and shared. Thus, while tapes are less costly in terms of the doctor's time, they may not answer all the patient's information needs.
While the audiotape and letter neither embarrassed nor annoyed patients, some reported that both interventions increased their anxiety. We followed up patients for only 2 weeks after receiving each intervention, so we were not able to determine if this perceived increase in anxiety persisted. Patients reporting anxiety nonetheless rated the usefulness of the audiotape highly, and would recommend it to other patients; thus the anxiety did not appear to be viewed as a serious downside.
Unfortunately, the sample size in this study was not large enough to allow a multivariate analysis of predictors of valuing an audiotape of the follow-up oncology consultation. Furthermore, only patients who accepted the tape were interviewed at length, and so a more detailed understanding of why patients would reject this option or might be harmed by it was not obtained. Nevertheless, this pilot study has clearly demonstrated that such an intervention is feasible, welcomed by a significant proportion (more than half) of patients and perceived by those receiving it to have positive benefits. A larger randomised controlled trial is now clearly required to definitively evaluate this intervention.
